Carcinoma en cuirasse is an uncommon clinical manifestation of metastatic cutaneous carcinoma characterized by diffuse sclerodermoid induration of the skin. The name was given in the first description by Velpeau in 1838 based on its resemblance to the steel breastplate of cuirassier (cavalry soldier) [1] . Other terms for this distinctive morphological variant of cutaneous metastasis include armoured cancer, Panzerkrebs, scirrhous carcinoma and Acarcine eburnee [2, 3] . Usually carcinoma en cuirasse occurs in patients with local tumour relapse after mastectomy, albeit in some subjects it develops as a presenting feature of primary breast cancer (BC) [4] . Rarely, this form of cutaneous metastasis was associated with other adenocarcinomas (e.g. carcinoma of the lung, kidney or gastrointestinal tract) [5] .
Carcinoma en cuirasse is an uncommon clinical manifestation of metastatic cutaneous carcinoma characterized by diffuse sclerodermoid induration of the skin. The name was given in the first description by Velpeau in 1838 based on its resemblance to the steel breastplate of cuirassier (cavalry soldier) [1] . Other terms for this distinctive morphological variant of cutaneous metastasis include armoured cancer, Panzerkrebs, scirrhous carcinoma and Acarcine eburnee [2, 3] . Usually carcinoma en cuirasse occurs in patients with local tumour relapse after mastectomy, albeit in some subjects it develops as a presenting feature of primary breast cancer (BC) [4] . Rarely, this form of cutaneous metastasis was associated with other adenocarcinomas (e.g. carcinoma of the lung, kidney or gastrointestinal tract) [5] .
A 73-year-old woman, without any relevant concomitant diseases, presented with a 15-month history of asymptomatic, previously untreated erythematous and indurated skin lesions of the right chest. The patient denied any other dermatological conditions, had no family and personal history of malignant neoplasms and did not report such symptoms like fever, night sweats or weight loss.
On admission, the patient was in good general condition, afebrile, with only slight fatigue present. Skin examination disclosed an extensive, prominently indurated shiny infiltration covering the entire range of the markedly retracted right mammary gland extending to the adjacent area of the chest, right arm and upper back ( Figure 1 ). Exceptionally sharp demarcation was particularly striking as the above-described lesion reached the right clavicle with its superior margin spreading down to just reach the inframammary fold with its inferior border. The medial edge of the plaque was distinctly limited by a midsternal line, slightly crossing it and extending laterally to the left parasternal line at the level of the first two ribs. The lateral spread was more linear, extending progressively to the paravertebral line and involving a large part of the right scapular region. The primary infiltration was accompanied by satellite lesions with the most extensive one located in the right epigastric region and the other ones disseminated on the right arm. Notable reduction of the involved breast volume was noted. The nipple, from which no discharge was observed, was neither retracted nor depressed, but could not be invaginated. As a result of induration of the skin and subcutaneous tissue of the affected mammary gland, we could not reliably and thoroughly perform the deep palpation. On further examination, right supraclavicular and axillary lymphadenopathy with subsequent lymphedema of unilateral arm were found. Ultrasound and mammography were performed to exclude any abnormalities in the breast tissue, but both studies were of little help due to a significant degree of skin thickening and the subcutaneous tissue oedema of the right mammary gland and, to a lesser extent, of the left one. Histological examination of the lesional skin biopsy revealed dense, linearly arranged atypical tumour cell infiltrate within the dermis with obstruction of the lymphatic vessels (Figure 2 ). Immunohistochemical (IHC) staining revealed no expression of oestrogen and progesterone receptors, whereas abundant positive staining of HER2/neu receptors ( Figure 2 ). Providing the presence of histological features typical of both carcinoma en cuirasse and inflammatory breast carcinoma with IHC phenotype specific to the tumours originating from the mammary tissue, the patient was referred to the department of oncology for further treatment -chemotherapy.
Breast cancer is the most common malignancy in women with about 25% of them developing cutaneous metastases (CMs) in comparison to about 5% CMs prevalence in the general population of cancer patients [5] [6] [7] .
Breast cancer is also the most common source of metastases to skin in females accounting for 69% of all CMs cases followed by colon cancer, malignant melanoma, and ovarian/cervical cancers [8, 9] . In approximately 12% of patients the origin of CMs remains unknown [10] . Cutaneous metastases are the initial sign of BC in about 37% of men and 6% of women [8] . A recent large metaanalysis revealed that overall frequency of CMs is 5.3% [6] . The time between diagnosis of BC and resultant CMs is variable, although CMs usually occur within the first 3 years after detection of the primary tumour [11] . Metastases to the skin are usually accompanied by internal organ involvement, therefore are associated with an advanced stage of cancer and considered a sign of poor prognosis [7] . Schoenlaub et al. calculated the median survival of patients with CMs from primary BC as 13.8 months in a cohort of 64 patients with only 3.1% 10-year survival rate [12] . Cutaneous manifestations of BC usually occur in a body region near the primary tumour, most frequently on the anterior aspect of the chest wall, in some cases spreading to the neck, abdomen, axilla and upper back developing from direct extension, blood/lymphatic vessel dissemination, and also surgical implantation with subsequent local occurrence after mastectomy [5, 7] . Various morphological forms of CMs from BC were described with the most frequent one being solitary to multiple erythematous infiltrating papules and nodules, which accounted for about 80% of cases according to a large study conducted by Mordenti et al. [4] . The less common, atypical variants of skin involvement in BC can mimic common processes, e.g. erysipelas (carcinoma erysipeloides), alopecia areata (alopecia neoplastica), herpes zoster (zosteriform metastases), lymphangioma circumscriptum, cutaneous vasculitis (carcinoma teleangiectaticum), basal cell carcinoma, squamous cell carcinoma, intertrigo (metastases to the inframammary crest), cutaneous complications from radiotherapy (CMs mimicking radiation dermatitis) and also carcinoma en cuirasse presented here resembling morphea is seen in only 3% of patients with CMs from BC [4, 5, [13] [14] [15] [16] [17] . In those exceptional cases, skin biopsy is often revealing as the histological types of the metastases are usually similar to those of primary tumour, except for anaplastic cases in which IHC markers and ultrastructural examination may be particularly useful [18] . Some authors distinguish eight distinct clinicopathological forms of CMs, including en cuirasse (or so called sclerodermoid carcinoma), histopathologically characterized by interstitial infiltration of tumour cells in single rows or in a cord-arranged, linear ("Indian file") pattern in the dermis with secondary fibrosis of the stroma [19] .
Not much data are available on treating BC metastases to the skin, therefore treatment options used in managing all types of BC metastases are preferred. Surgical methods are usually avoided as CMs are frequently a sign of an advanced process. Miltefosine, a topical cytostatic, was employed in the treatment of patients with various forms of CMs with minor results [20] . No particular drug is advised for chemotherapy of CMs exclusively. According to the trial data, capecitabine has shown a re- sponse rate ranging from 15% to 28% in a population of metastatic breast cancer patients. Sideras et al. [21] have published, however, a report of resolution of skin lesions in 2 patients with cutaneous involvement in the course of BC. Various attempts have also been made to treat this disease with intralesional chemotherapy, radiotherapy, and hormonal antagonists with mixed results [22, 23] . A treatment with combination of the snake venom crotoxin and cardiotoxin called VRCTC-310 used in one study objectively demonstrated a complete response of primary tumour mass with disappearance of supraclavicular tumour mass, as well as a significant reduction of lymphangitis [24] . Recent data show that electrochemotherapy can be an effective and safe loco-regional therapy in patients with CMs, especially in chemotherapy-resistant and radiotherapy-resistant lesions [25] .
To the best of our knowledge, very few reports describing the cutaneous involvement representing the initial clinical manifestation of BC have been published to date. In our case, the patient was unaware of the seriousness of the underlying disease and en cuirasse lesions turned out to be her initial complaint. Therefore, we want to underline the primary responsibility of dermatologists, general practitioners and clinicians caring for the breast cancer patients and their ability to recognize certain types of lesions as a possible early sign of unknown internal malignancy. Our report should also prompt clinicians to perform skin biopsy as it is an easily obtainable source of material for histologic verification and other assessments (e.g. IHC, PCR) helpful in establishing the diagnosis and selecting proper treatment modality. Early and accurate recognition only allows to treat the spread of the cancer at the earliest possible stage to improve survival.
